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Abstract 
This study was conducted to Know the Prevalence of 
Immediate birth – related morbidity and to determine risk 
Factors That contributed to it, and to evaluate the Obstetric 
health services in Omdurman Maternity Hospital "OMH". 
It is a descriptive, analytic hospital–based study, 
conducted at OMH during the period 1/5/2004 to 13/10/2004 
–6 months study period. 
Targets were all pregnant women who delivered in OMH 
during the study period. They were found to be 60 cases had 
morbidity out of 9229 deliveries. 
The data collected by questionnaires and were analysed 
by computer using SPSS programme. 
The results revealed that the prevalence of immediate 
birth –related morbidity was 64/10.000 births. 
Major causes were PPH, trauma to the genital tract 
during delivery, anaemia, injury of the urinary bladder, post 
partum eclampsia and retained placenta. 
 
Significant statistical associations were found between 
age distribution, parity, ANC, socio–economic complication and 
not using family planning – all led or considered as risk factors 
to increased morbidity. 
The study also showed that morbidity that occurred 
immediately after birth – the reflection of care and provision of 
the attendants and care givers, and most risk factors can be 
looked for carefully in expecting such morbidity. 
The author recommended that much greater efforts has 
to be directed towards education in general and health 
education in particular – to raise standard of living, and to 
stress on the importance of ANC, encourage hospital delivery, 
post partum care and use of family planning. 
Also the author recommended that health services 
should be free of charge or low –price to fulfill the Motto of 
WHO. 
"Health for all" + and women's rights. 
To have the right reproductive life. 
  
  
  
   ﻣﻠﺨﺺ اﻷﻃﺮوﺣﺔ
ﻔﻰ ﺍﻟﻭﻻﺩﺓ ﺒﺄﻡ ﺩﺭﻤﺎﻥ ﺒﻐـﺭﺽ ﺍﻟﺘﻌـﺭﻑ ﻋﻠـﻰ ﺃﺠﺭﻴﺕ ﻫﺫﻩ ﺍﻟﺩﺭﺍﺴﺔ ﺍﻟﻭﺼﻔﻴﺔ ﺍﻟﺘﺤﻠﻴﻠﻴﺔ ﺒﻤﺴﺘﺸ 
ﺍﻟﻤﺸﺎﻜل ﻭﺍﻟﻌﻭﺍﺭﺽ ﺍﻟﺘﻲ ﺘﺘﻌﺭﺽ ﻟﻬﺎ ﺍﻟﺤﺎﻤل ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻤﺒﺎﺸﺭﺓ ﻭﻟﻤﻌﺭﻓﺔ ﺍﻷﺴﺒﺎﺏ ﻭﺍﻟﻌﻭﺍﻤـل ﺍﻟﺘـﻲ ﺃﺩﺕ 
 4002/01/13 ﺤﺘـﻰ 4002 ﺃﺠﺭﻴﺕ ﻫﺫﻩ ﺍﻟﺩﺭﺍﺴﺔ ﻓﻲ ﺍﻟﻔﺘﺭﺓ ﻤﻥ ﺍﻷﻭل ﻤـﻥ ﻤـﺎﻴﻭ .ﻟﺤﺩﻭﺙ ﻫﺫﻩ ﺍﻟﻤﺸﺎﻜل 
  ".ﻓﺘﺭﺓ ﺩﺭﺍﺴﺔ ﻟﺴﺘﺔ ﺍﺸﻬﺭ."
ل ﺍﻟﺤﻭﺍﻤل ﺍﻟﻼﺘﻲ ﻭﻀﻌﻥ ﺤﻤﻠﻬﻥ ﺨﻼل ﻓﺘﺭﺓ ﺍﻟﺩﺭﺍﺴﺔ ﺒﻤﺴﺘﺸﻔﻰ ﺍﻟﻭﻻﺩﺓ ﺒﺄﻡ ﺍﻟﻤﺴﺘﻬﺩﻑ ﻟﻠﺩﺭﺍﺴﺔ ﻜ 
  . ﺇﺠﻤﺎﻟﻲ ﺍﻟﻭﻻﺩﺍﺕ9229 ﻤﻥ ﻤﺠﻤﻭﻉ  ﺤﺎﻻﺕ6ﻥ ﻋﺩﺩﻫﻥ ﻜﺎ. ﺩﺭﻤﺎﻥ
  .ﺠﻤﻌﺕ ﺍﻟﻤﻌﻠﻭﻤﺎﺕ ﺒﻭﺍﺴﻁﺔ ﺍﺴﺘﺒﻴﺎﻥ ﻭﺘﻡ ﺍﻟﺘﺤﻠﻴل ﺒﻭﺍﺴﻁﺔ ﺍﺴﺘﺨﺩﺍﻡ ﺍﻟﻜﻤﺒﻴﻭﺘﺭ
 46ﻭﻻﺩﺓ ﺒﻨـﺴﺒﺔ  ﺍﻟﻼﺘﻲ ﺘﻌﺭﻀﻥ ﻟﺒﻌﺽ ﺍﻟﻤﺸﺎﻜل ﺍﻟﻨﺎﺘﺠﺔ ﻤﺒﺎﺸﺭﺓ ﻤﻥ ﺍﻟ ﺍﻷﻤﻬﺎﺕﻭﺠﺩ ﺇﻥ ﻤﻌﺩل 
  . ﺤﺎﻟﺔ ﻭﻻﺩﺓ000.01ﺤﺎﻟﺔ ﻟﻜل 
ﻭﺠﺩ ﻤﻥ ﺍﻟﺩﺭﺍﺴﺔ ﺇﻥ ﺃﻫﻡ ﺍﻟﻤﺸﺎﻜل ﺍﻟﺭﺌﻴﺴﻴﺔ ﺍﻟﺘﻲ ﺘﻭﺍﺠﻪ ﺍﻷﻡ ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻫﻲ ﺍﻟﻨﺯﻴـﻑ ﻤـﺎ ﺒﻌـﺩ 
ﺍﻟﻭﻻﺩﺓ، ﺘﻬﺘﻙ ﺒﺎﻟﻌﺠﺎﻥ، ﺠﺭﺡ ﺒﻌﻨﻕ ﺍﻟﺭﺤﻡ، ﺠﺭﺡ ﺒﺎﻟﻌﺠﺎﻥ، ﺍﺤﺘﺒﺎﺱ ﺍﻟﺨﻼﺼﺔ ﺒﺎﻟﺭﺤﻡ ﺒﻌﺩ ﺍﻟـﻭﻻﺩﺓ، ﺍﻨﻘـﺩﺍﺩ 
  .ﺵ ﻤﺎ ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻭﻓﻘﺭ ﺍﻟﺩﻡﺍﻟﺭﺤﻡ، ﺠﻼﺡ ﺒﺎﻟﻤﺜﺎﻨﺔ ﺍﻟﺒﻭﻟﻴﺔ ﻭﺍﻟﻜﻠﺒ
  ﻋـﺩﻡ ﻤﺘﺎﺒﻌـﺔ – ﻋﺩﻡ ﺍﻟﻭﻋﻲ ﺍﻟـﺼﺤﻲ – ﺍﻟﺘﺎﺭﻴﺦ ﺍﻟﻭﻻﺩﻱ –ﺃﺘﻀﺢ ﻤﻥ ﺍﻟﺩﺭﺍﺴﺔ ﺇﻥ ﻋﻤﺭ ﺍﻷﻡ 
 ﺍﻟﻔﻘﺭ ﻭﻋﺩﻡ ﺘﻨﻅﻴﻡ ﺍﻷﺴﺭﺓ ﻭﺍﻟﻭﻻﺩﺓ ﺍﻟﻤﺘﺘﺎﺒﻌﺔ ﻭﺍﻟﺘﺸﻭﻫﺎﺕ ﺍﻟﺨﻠﻘﻴـﺔ ﻟﻠﺠﻨـﻴﻥ – ﺘﺩﻨﻲ ﻤﺴﺘﻭﻱ ﺍﻟﺘﻌﻠﻴﻡ –ﺍﻟﺤﻤل 
  .ﺒﺎﺸﺭﺓﻜﺎﻨﺕ ﺃﻫﻡ ﺍﻟﻌﻭﺍﻤل ﺍﻟﺘﻲ ﺃﺩﺕ ﻟﺤﺩﻭﺙ ﺍﻟﻤﺸﺎﻜل ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻤ
ﺨﻠﺼﺕ ﺍﻟﺩﺭﺍﺴﺔ ﺇﻥ ﻤﻌﻅﻡ ﺍﻟﻤﺸﺎﻜل ﺍﻟﻨﺎﺘﺠﺔ ﻤﺒﺎﺸﺭﺓ ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻴﻤﻜﻥ ﺘﻼﻓﻴﻬﺎ ﻭﺘﻌﻜﺱ ﺍﻟﺘﻌﺎﻭﻥ ﺒﻴﻥ 
ﻟﺔ ﻤﺘﻭﻗﻊ ﻟﻬـﺎ ﺤـﺩﻭﺙ ﺎﺍﻟﺤﺎﻤل ﻭﺍﻟﻌﺎﻤﻠﻴﻥ ﺒﺎﻟﻤﺭﻓﻕ ﺍﻟﺼﺤﻲ ﻭﻤﺩﻯ ﻓﻌﺎﻟﻴﺔ ﺍﻹﺠﺭﺍﺀﺍﺕ ﺍﻟﻌﻼﺠﻴﺔ ﺍﻟﻔﺎﻋﻠﺔ ﻟﻜل ﺤ 
  .ﻤﺸﺎﻜل ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ
 ﻭﺭﻓﻊ ﻤـﺴﺘﻭﻯ ﺍﻟﻤﻌﻴـﺸﺔ ﻭﺠﻌـل ﺃﻭﺼﺕ ﺍﻟﺩﺭﺍﺴﺔ ﺒﻀﺭﻭﺭﺓ ﺍﺘﺨﺎﺫ ﺨﻁﻭﺍﺕ ﻓﻌﺎﻟﺔ ﻟﻤﺤﻭ ﺍﻷﻤﻴﺔ 
  .ﺍﻟﺤﺎﻤل ﻤﺩﺍﻭﻤﺔ ﺒﺎﻨﺘﻅﺎﻡ ﻓﻲ ﻋﻴﺎﺩﺓ ﻤﺘﺎﺒﻌﺔ ﺍﻟﺤﻤل ﻭﺭﻓﻊ ﻤﺴﺘﻭﻯ ﺍﻟﻭﻋﻲ ﺍﻟﺼﺤﻲ  ﻭﺘﻨﻅﻴﻡ ﺍﻷﺴﺭﺓ
ﺃﻭﺼﺕ ﺍﻟﺩﺭﺍﺴﺔ ﺒﺎﻥ ﻴﻜﻭﻥ ﺍﻟﻌﻼﺝ ﺒﺎﻟﻤﺴﺘﺸﻔﻴﺎﺕ ﻤﺠﺎﻨﺎ ﻭﻜﺫﻟﻙ ﺍﻟﻭﻻﺩﺓ ﻭﺨﺩﻤﺎﺕ ﺍﻟﻤﺘﺎﺒﻌﺔ ﺃﻭ ﺃﺴﻌﺎﺭ 
  .ﺭﺓﻟﻠﺤﻤل ﻭﻤﺎ ﺒﻌﺩ ﺍﻟﻭﻻﺩﺓ ﻭﻋﻴﺎﺩﺍﺕ ﺘﻨﻅﻴﻡ ﺍﻷﺴ( ﺍﻟﺘﺎﻤﻴﻥ ﺍﻟﺼﺤﻲ)ﺭﻤﺯﻴﺔ 
ﻭﺘﺤﻘﻴـﻕ ( ﺒﺎﻥ ﺘﻜﻭﻥ ﺍﻟـﺼﺤﺔ ﻟﻠﺠﻤﻴـﻊ )ﺃﻭﺼﺕ ﺍﻟﺩﺭﺍﺴﺔ ﺒﺘﺤﻘﻴﻕ ﺸﻌﺎﺭ ﻤﻨﻅﻤﺔ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻟﻤﻴﺔ 
  .ﺤﻘﻭﻕ ﺍﻟﻤﺭﺃﺓ ﻓﻲ ﺍﻟﺼﺤﺔ ﺍﻹﻨﺠﺎﺒﻴﺔ
 
List of table 
 
Table (1) Distribution of patients according to age group. 66 
Table (2) Distribution of patients according to duration of 
marriage. 
 
67 
Table (3) Distribution of patients according to their 
residence. 
 
68 
Table (4) Distribution of patients according to occupation. 69 
Table (5) Distribution of patients according to their level 
of education. 
 
70 
Table (6) Distribution of patients according to their 
socioeconomic status. 
 
71 
Table (7) Distribution of patients according to parity. 72 
Table (8) Distribution of patients according to number of 
abortions. 
 
73 
Table (9) Distribution of patients according to usage of 
contraception. 
 
74 
Table (10) Distribution of patients according to previous 
morbidity. 
 
75 
Table (11) Distribution of patients according to ANC. 76 
Table (12) Distribution of patients according to medical 
complications associated with the last delivery. 
 
77 
Table (13) Distribution of patients according to presence or 
absence of obstetric complications associated 
with the last delivery. 
 
 
78 
 
 
 
Table (14) Distribution of fetal presentation at birth.  79 
Table (15) Distribution of patients according to mode of 
delivery. 
 
80 
Table (16) Distribution of persons who conducted labour.  81 
Table (17) Immediate birth related morbidity. 82 
Table (18) Immediate birth related morbidity. 83 
Table (19) Distribution of treatment. 84 
Table (20) Blood transfusion percentage per pints of blood. 85 
Table (21) Distribution of patients according to 
resuscitation. 
 
86 
Table (22) Outcome of management. 87 
Table (23) Distribution of patients according to their 
duration of hospital stay. 
 
88 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
List of figure 
 
Figure (1) Distribution of patients according to age group. 66 
Figure (2) Distribution of patients according to duration of 
marriage. 
 
67 
Figure (3) Distribution of patients according to their 
residence. 
68 
Figure (4) Distribution of patients according to occupation. 69 
Figure (5) Distribution of patients according to their level of 
education. 
 
70 
 Figure (6) Distribution of patients according to their 
socioeconomic status. 
 
71 
Figure (7) Distribution of patients according to parity. 72 
Figure (8) Distribution of patients according to number of 
abortions. 
 
73 
Figure (9) Distribution of patients according to usage of 
contraception. 
 
74 
Figure (10) Distribution of patients according to previous 
morbidity. 
 
75 
Figure (11) Distribution of patients according to ANC. 76 
Figure (12) Distribution of patients according to medical 
complications associated with the last delivery. 
 
77 
Figure (13) Distribution of patients according to presence or 
absence of obstetric complications associated with 
the last delivery. 
 
 
78 
 
 
 
Figure (14) Distribution of fetal presentation at birth.  79 
Figure (15) Distribution of patients according to mode of 
delivery. 
 
80 
Figure (16) Distribution of persons who conducted labour.  81 
Figure (17) Immediate birth related morbidity. 82 
Figure (18) Immediate birth related morbidity. 83 
Figure (19) Distribution of treatment. 84 
Figure (20) Blood transfusion percentage per pints of blood. 85 
Figure (21) Distribution of patients according to resuscitation. 86 
Figure (22) Outcome of management. 87 
Table (23) Distribution of patients according to their duration 
of hospital stay. 
 
88 
 
Chapter One 
Introduction and Literature Review 
Immediate birth–related morbidity implies a complex of complications 
that arise or occur during or immediately after labour and delivery. They 
comprise many events ranging from minor lacerations of the birth canal to life-
threatening complications such as ruptured uterus, severe Post partum 
haemorrhage or post partum eclampsia. 
The word Morbidity comprise any complications that occur during or 
after labour in the sense that the maternal health is affected either  mildly or 
severely or even endangering maternal life but not ending in mortality. 
So immediate birth – related morbidity include:- 
(1) Trauma of the birth canal: 
a) Vaginal lacerations & tear 
b) Cervical lacerations & tear 
c) Ruptured uterus 
d) Injury to the urinary bladder 
e) Perineal tears "1st ","2nd ","3rd " degrees perineal tears 
f) Others 
(2) Haemorrhage: 
a) APH-abruption or placenta praevia or vasa  praevia. 
b) PPH." Primary PPH or  secondary PPH" 
c) Blood dyscrasia. 
 
(3) Medical Conditions Complicating Labour: 
a) PIH- pre eclampsia & eclampsia 
b) Anaemia 
c) DM 
d) Other intercurrent illness or infection 
(4) Psychological and mental disorder: 
a) Depression  Blues  others 
b) Schizophrenia 
c) Anxiety 
In order to understand the complications that can lead to maternal 
morbidity a concise and brief review of normal and complicated labour and 
most factors leading to immediate birth –related maternal morbidity need to 
elaborated more. 
There are various modes of delivery:  
(1) Vaginal Delivery: 
a) Spontaneous  normal vaginal delivery 
b) Operative vaginal delivery 
I. Forceps delivery 
II. Vacuum extractor " Ventouse" delivery 
(2) Operative delivery " caesarean section" C/S 
a) Elective C/S " lower segment LSCS" 
b) Emergency LSCS 
c) Classical C/S 
 
 
 Normal Vaginal Delivery: 
Labour is a process by which the fetus at  " Term" assumes and adapts 
various positions and attitudes during its passage through the birth canal aided 
by involuntary regular, painful and progressive uterine contractions combined 
by voluntary maternal efforts via the anterior abdominal wall and the 
diaphragm culminating in the expulsion of the fetus " viable" to the exterior 
followed by delivery of the placenta and membranes(1). 
Components of Labour 
(1) Powers: 
a)  Primary                    uterine muscle contraction 
b)  Secondary                Anterior abdominal wall muscles and the 
diaphragm 
(2) Passage: 
a) Soft and bony pelvic structures 
b) Pelvic floor musculature 
(3) Passengers : 
a) The fetus or fetuses 
b) The placenta & membranes 
 
 
The Ideal Obstetric Pelvis: 
(1) The brim should be round Gynaecoid  Pelvis  with no undue 
projection of the sacral promontory. The anterior posterior 
diameter "obstetric conjugate" should measure 12cm and the 
available transverse diameter 13.5cm . In the erect  position the 
pelvic brim should be inclined at an angle of  55  º   to the 
horizontal. 
(2) The cavity should be shallow with straight side walls from 
which the ischial spines do not project unduly .The sacrum 
should have a smooth concave curve from above downwards 
and the sacrosciatic notches should be large ,the saspinous 
ligament being at least 3-5cm long in diameter. 
(3) The pubic arch should be rounded and the inter – tuberous at 
least10cm. 
Anatomy: 
     The diameters of the pelvis  
Diameter AP Transverse 
 
Inlet 
 
11cm 
 
13cm 
 
Midcavity 
 
12cm 
 
12cm 
 
Outlet 
 
13.5cm 
 
11cm 
 
 
Adequacy of the pelvis depends on many factors including racial, 
genetic ,nutritional and acquired traumatic factors.  And  on the type of the 
pelvis. 
Gynaecoid pelvis is generally the ideal pelvis .Other type android, 
anthropoid and platypelloid which may pertain some obstetric impact on 
labour. 
The diameters of the Fetal Skull: 
(1) Biparietal diameter = 9.5cm 
(2) Sub occipito – bregmatic diameter = 9.5cm = flexed head . 
(3) Sub occipito – frontal = 10.5cm = partially deflexed head. 
(4) Occipito  - frontal = 11.5cm  deflexed head. 
(5) Mento vertical 13cm = Brow presentation. 
(6) Sub mento – bregmatic = 9.5cm face presentation. 
Mechanism  of Labour : 
(1) Engagement  
(2) Descent 
(3) Flexion 
(4) Internal rotation 
(5) Extension 
(6) Restitution 
(7) External rotation 
(8) Shoulder rotation 
(9) Delivery of the body – Labour 
 
Stages of Labour : 
(1) First stage of labour : 
It is the stage of cervical dilatation. The firs stage of labour starts 
from onset of labour till full dilatation  of the cervix. With two 
phases. 
a) Latent phase from regular uterine contractions till the cervix is 2-
3cm dilated fully effaced.  
In primigravida " PG" it is about  6-9 hours while in      
parous  women 4-5 hours . 
b) Active phase : from cervical dilatation  of  3-4cm till full 
dilatation. 
In PG it is about 3-8 hours in parous women it takes 2-3 hours . 
So the duration of the first stage in PG 10-14 hours in 
multiparous is about 6-8 hours. 
(2) Second Stage of Labour :  
• It is the stage of fetal expulsion  
• Start full cervical dilatation 
• End delivery of the fetus 
• Duration 60 minutes in PG 
• 30 minutes in multiparous  
It is involuntary " expulsive" as well as involuntary   " passive 
or propulsive " it is characterized by patient start to bear down. 
(3) Third Stage of Labour : 
It is the stage of expulsion of the placenta and membranes . 
Start : after delivery of the fetus. 
End : Expulsion of the placenta and membrane duration 10 -20 
minutes. 
(4) Fourth Stage of Labour :  
It is the stage of observation for both the mother and the 
newborn. 
Normal Labour 
It is a retrospective diagnosis , pregnancy is full term labour is 
spontaneous within reasonable time " 3-18 hours " with on interference a 
singleton baby with cephalic " vertex" presentation without complication to be 
mother or the fetus . 
Induced Vaginal Delivery : 
It is a procedure by which labour is initiated before it starts 
spontaneously. Aiming at vaginal delivery of viable fetus. 
 
It is important that induction of labour should only be carried out for sound 
obstetric or medical reasons. 
Induction of labour is indicated in some cases of : 
(1) Pregnancy induced hyprtension. " PIH"  
(2) Prolonged pregnancy  
(3) Intrauterine growth retardation " IUGR" 
(4) Ante partum haemorrhage  " APH" " abruptio" 
(5) Diabetes mellitus " MD" 
(6) Haemolytic  disease  
(7) Fetal abnormality  
(8) Fetal death 
Type of Induction : 
(1) Medical Induction : 
Using drugs such as prostaglandin E2 "Dinoprostone " may be 
administered vaginally in a gel containing a dose of either 1mg 
or 2mg  of dinoprostone . The pharmacokinetics are more 
consistent and reliable with the vaginal gel which has recently 
become the preferred method of administration. 
Other preparation of prostaglandins such as 15 – methyl 
analogue or gemeprost have a more powerful oxytocic effect, 
and their use is usually reserved for situations  
 
when the foetus is dead  .  The risk of hypertonus is much 
greater(2). 
(2) Surgical Induction :   
This involve low amniotomy and simultaneous  administration of 
oxytocin , the dose of oxytocin given by either infusion pump or 
as infusion , the dose is increased in increments until optimal 
uterine activity is achieved. 
It was found that around 80% to 85% of women could be 
successfully delivered by This approach. 
In some cases when induction of labour is planned the cervix is 
found to be widely dilated. If the Bishop’s score is more than 10 
it may be possible to induce labour simply by amniotomy . The is 
successful in multi parous but less likely to be successful in 
primipara(1).  
Modified Bishop "Score" 4 
Score 0 1 2 3 
1/ Dilataion of cervix "cm " 0 1 –2 3 –4 5or more 
2/ Consistency of the cervix Firm Medium Soft   
3/ Iength of cervical canal "cm " >2 2–1 1– 0.5 < 0.5 
4/ Position of ccrvix Posterior Central Anterior  
5/ Station of presenting part  -3 -2 -1,0 +1 
 
 
Hazard of induction : 
 The hazard of induction are few  
(1) Unexpected fetal distress  
(2) Failed induction – where C/S  rate will increase so success of 
induction will depend in part on the extent of pre labour changes in the 
cervix . The important features are: 
? The length of the cervix. 
? Dilatation of the cervix. 
? Degree of softness " effacement". 
? Position and station of the presenting part. 
Forceps Delivery(1):  
The forceps are used to assist vaginal delivery, its use mainly for : 
? Traction 
? Rotation 
? Control descend of the fetal head or protection. 
The forceps are designed to fit the head , not the breech, but forceps 
may be applied to the after coming head in breech delivery. 
The presentation suitable for the forceps operation are – vertex, face 
with the chin anterior and the after  coming head of the breech. 
 
 
 
Indication for the use of forceps : 
(1) Delay in the second stage of labour 
(2) Maternal distress  
(3) Fetal distress 
(4) Cord prolapse in the second stage of labour when the fetus is alive and 
no cephalo disproportion " CPD". 
(5) Prevention of extra maternal effort " e.g in heart disease ". 
(6) Some cases of preterm delivery. 
(7) Delivery of the after coming head of breech presentation. 
Conditions necessary for the application of forceps : 
(1) The cervix must be fully dilated . 
(2) The presentation must be suitable. 
(3) The head must be engaged . 
(4) The pelvic outlet must be of adequate size. 
(5) The membranes should be ruptured. 
(6) The bladder should be empty. 
(7) The uterus should be empty . 
(8) Local anaesthesia and episiotomy. 
(9) Position is known. 
Type of obstetric forceps: 
(1) Short curved forceps " Wrigley’s forceps ". 
(2) Long curved forceps  
(3) Kjelland’s forceps 
 
Complication of forceps delivery: 
 (1) Maternal complications: 
1. Dangers of general anaesthesia  "  GA " or pudendal block. 
2. Laceration or tears of cervix , vagina or perineum 
3. Post partum haemorrhage "PPH" from uterine atony, rupture of 
laceration. 
4. Puerperal genital infection . 
 (2) Infant complication : 
1. Intracranial haemorrhage 
2. Facial palsy. 
3. Cephalo haematoma. 
4. Brachial plexus palsy. 
Vacuum Extractor "Ventouse(1)" 
The modern vacuum extractor was introduction by Malmstrom in 
1954. 
Indications for vacuum extractor are similar to those. 
For the use of obstetric forceps ,  in the second stage of labour. 
Can be used before full dilatation of the cervix it increases the risk  of 
cervical. 
May assist in rotation when the fetal head at the level of ischial spines. 
 
Contraindications : 
a) Cases of breach or face presentations. 
b) Preterm delivery. 
c) CPD. 
Comlications:     
- Necrosis of the scalp. 
- Cephalo haematoma 
- Subaponeurotic haematoma 
- Intracranial haematoma  
Caesarean Section : c/s(3). 
It is the operation by which a potentially viable fetus is delivered 
through an incision in the abdominal wall, peritoneum and the uterus . So it 
is the delivery of the fetus from 28 weeks onwards, through the anterior 
abdominal when safe vaginal delivery can not be predicted for both the 
mothers and the fetus. 
If it is done before 28weeks gestation it is called hysterectomy 
maternal mortality is four times higher than vaginal delivery as well it well 
effect directly the reminder of obstetric future. 
If it is done in due time ,when indicated ,some obstetric problem will 
be avoided with improved fetal wellbeing and reduce prenatal morbidity and 
mortality as well as maternal morbidity and mortality. 
 
Type of C/S  : 
C/S may be classified according to the site of uterine segment incised 
to the time of operation. 
(1) Classification according to the site 
a) Lower segment caesarean section LSCS: 
This done via transverse incision through the lower uterine 
segment. Virtually C/S in modern obstetric. Lower uterine segment 
is formed during the last weeks of pregnancy.               
It is characterized by : 
- Anatomically covered by lossely applied  peritoneum.  
- Physiologically it is retractile and not contractile. 
- Metrically it is 6cm from the internal os. 
b) Upper segment caesarean section U S C S. 
Rarely performed now a days. Possible indication include:- 
(1) When the lower segment is not accessible. e.g. massive adhesions 
in cases of previous C/S. 
(2) Uterine fibroid occupying the lower segment. 
(3) It is indicated when hysterectomy is scheduled as in carcinoma of 
the cervix. 
(4) It is also indicated in a dying patient with alive baby. 
“postmortem classical section”. 
 
 
(2)  Classification according to the time: 
1. Elective L S C S: 
Is done before the patient goes into labour. 
Indications Include:- 
• Absolute indications:- 
– Major degree placenta praevia. 
– Major degree of cephelopelvic disproportion(CPD) 
– All case of repeat C/S. tow scar, or scar with PIH, DM, breech or 
infected scar. 
– Soft tissue tumour below the presenting part e.g uterine fibroid or 
Ca Cx in late pregnancy. 
– Successfully repaired vesico–vaginal fistula. 
– BOH with unfavorable cervix. 
– PIH with unfavorable cervix. 
• Relative indication:-  
Include cumulative conditions when single factor is not enough 
alone to justify C/S, these 
Include:- 
– Breech with complication such as primigravida, twins, PIH, DM, 
etc. 
– Primigravida with complication is also a possible indication. 
 
– Usually minor or moderate CPD advocate trial of labour if failed 
emergency C/S have to be performed. 
– Element of infertility with advancing age. 
2.Emergency C/S:- 
usually the patient is in labour for some time or there is 
complication necessitate delivery by C/S e.g sever APH that is 
threatening the patient life, impending eclampsia or eclampsia and the 
patient is not expected to deliver within a short time. 
– Cord prolapse in the first stage of labour with alive fetus. 
– All cases of  failure of progress in the first stage of labour e.g 
persistent of occipito–posterior position. 
– Fetal distress and maternal distress. 
– Failed trial of labour. 
– Failed trial of scar. 
– Failed induction of labour. 
 Complication of caesarean section:- 
? fetal complications: 
(1) Iatrogenic prematurely. 
(2) RDS. 
(3) Anaesthetic, over sedation. 
 
 
 
? Maternal complications:-  
• Early complications:- 
 Occur during the first 24 hr of delivery . 
Anaesthetic complication:- 
– Failed intubations. 
– Wrong intubations e.g into the oesophagus---? 
abdominal distension. 
– Cardiac arrest. Inhalation pneumonia – Mendelson’s 
syndrome. 
– Scoline apnea due to acetyl choline esterase deficiency 
treated by giving fresh blood. 
– Bleeding due to uterine atony. Or tnjured vessel. 
– Injury to adjacent organs especially bladder, bowel in 
cases of repeat C/S. 
– Infection of early membrane rupture occurred before 
delivery by more than 48 hrs with multiple or frequent 
vaginal examination especially in cases of failed 
induction that end by emergency C/S. 
– Pulmonary embolism, especially with 
polyhydramnios. 
– Leaving behind gauge. 
– Bleeding. 
 
• Late complications: 
Occur after 24hr of delivery onwards:- 
– Paralytic ileus. 
– Infection.  
– Incisional hernia. In cases of poor healing. 
– Intestinal obstruction. 
– Secondary infertility due to tubal blockage. 
– Psychological abnormality – depression – blues etc. 
– Rupture of the scar. 
– Blood transfusion complications. 
Rising incidence of caesarean section: 
The incidence of C/S has been rising in the UK to around 13% of 
delivery, partly due to the threat to litigation following the birth per 
vaginam of brain – damaged babies, and partly to the tendency to deliver 
preterm and very small babies abdominally. 
It has been suggested that the increasing use of fetal monitoring in 
labour has been the case of unnecessary operation which might have been 
avoided had the PIH of the fetal scalp blood been measured. 
Caesarean Hysterectomy: 
Hysterectomy at the time of caesarean section is rarely indicated, 
although it carries little additional risk expect on account  
of the condition which led to it   The tissues are more vascular ,  
but the tissue planes separate easily. It is usually indicated in cases of : 
(1) Rupture of the uterus ,if there is gross damage to the uterine 
blood supply or evidence of severe infection. 
(2) Fibroids, when a woman has to be delivered by section because of 
multiple or large fibroids. Hysterectomy may be considered- but 
it is usually easier to perform the hysterectomy 3 months later. 
Labout Abnormalities(4).  
Causes: 
• Due to defect in one or more of the components of labour. 
• Can be diagnosed by the partogram. 
 (1)Power : 
Normal uterine contractions are 3–4 per 10 minutes. 
Duration of contraction  40–90 seconds. 
Should be regular, co ordinate and progressive have a 
maximum intensity of 40–60 mmHg with fundal dominance. 
In the second stage of labour voluntary contraction of 
the diaphragm and abdominal muscles added to the uterine 
contractions propels the baby downwards. 
Common abnormalities : 
(a) Hypotonic dysfunction. 
(b) Hypertonic dysfunction. 
(c) Inadequate maternal pushing efforts. 
(2) Passenger: Due to abnormal: 
(a) Fetal size . 
(b) Presentation. 
(c ) Position . 
(d) Altitude. 
(e)Congenital anomalies "e.g hydrocephalus"  
 (3) Passages : Due to : 
(a) Contracted pelvis. 
(b) Pelvic tumour or deformity . 
(c)Uterine anomalies " bicornuate uterus" or double uterus. 
Complications of Abnormal Labour: 
1. Premature rupture of membranes. 
2. Cord presentation and prolapse. 
3. Prolonged labour. 
4. Obstructed labour. 
5. Instrumental and operative deliveries. 
6. Trauma to the genital tract. 
 
7. Post partum haemorrhage. 
8. Puerperal infection. 
9. Puerperal psychosis. 
10. Maternal mortality. 
11. Perinatal morbidity. 
12. Retained placenta. 
13. Post partum eclampsia. 
14. Rupture of the uterus. 
15. Post partum collapse. 
Preterm Rupture of Membranes: 
Preterm premature rupture of the membranes " PPROM" Is a term  used to 
denote spontaneous rupture of the fetal membrane before the onset of labour " 
premature" and prior to term " preterm". 
Known risk factors for Membranes: 
a) Preceding preterm birth. 
b) Occult amniotic fluid infection. 
c) Multiple pregnancy. 
d) Abruption placentae. 
e) Trauma. 
The prognosis depends largely on the gestational age as the 
majority may deliver following PPROM. 
 
 
Diagnosis : 
1. Sterile speculum examination. 
2. U/S examination to confirm oligohydramnios . 
3.  Nitrazine paper test . Alkaline reaction. 
4. Ferning testing. Nacl crystallization. 
Management : 
This will depend on the GA 
A) Conservative management :- 
- Monitor fetal wellbeing. 
- Antibiotics . 
- Dexamethasone 1.M to enhance fetal lung maturation. 
- Bed rest. 
B) Active management :- 
If labour is imment, cover the patient with antibiotic, call 
paediarician to attend the delivery. 
Most important complication is chorioammotitis or endometritis. 
Perinatal mortality will be increased . Also prolapsed cord or 
abruption placentae are common complications associated with 
PPROM(5). 
 
(1) Prolonged Labour (1):  
It is stated that " the sun should not set Twice on A woman in 
Labour " . 
Prolonged labour invariably mean prolongation of the first stage of 
labour, a condition most commonly occurs on primigravidae. 
Prolongation of the second stage of labour is referred to as delay. 
Progress of labour is judged by: 
a) Dilatation of the cervix measured from 0 –10 cm. 
b) Descent of the fetal head measured in fifth of the fetal head 
palpable per abdomen, or in centimeters above or below the 
ischial spines on vaginal examination.  
c) Condition of the mother, PR , Temp, RR ,BP Urine output , urinary 
proteins and ketones and psychological state. 
d) The condition of the fetal as judged by fetal heart rate " FHR" 
cheeked at regular intervals. Looking for meconium in amniotic 
fluid, or by cardiotacography  " GTG" or measurement of fetal 
scalp blood PH or the fetal electrocardiogram. 
e) The size of caput and the extent of moulding the presence of either 
or both indicating  tight fit between the fetal head and the natural 
pelvis. 
 
  By using partogram 3 types of prolonged labour are recognized:  
(1) Prolonged latent phase: 
 Lasting for more than 6 hours. 
(2) Primary dysfunctional labour : 
 When uterine activity is either inert or incoordinate from the 
start of the active phase . 
(3) Secondary arrest :- 
 when the rate of cervical dilatation which is normal at first 
,slows down or stops. 
 Prolongation of the first stage  of labour occurs in about one in 
three primiparae, and is about one in eight multiparae. 
 In both types of woman, prolonged labour is associated with a 
much higher " 10 to 16 fold"  caesarean section rate and a roughly 
four–fold increase of low 5 minutes apgar scores " 6 or less". 
 It is small wonder that prolonged labour is regarded as a high 
risk condition requiring the best hospital facilities skills. 
The cause of prolonged labour : 
(1) Cephalo pelvic disproportion:(CPD) 
 
The diagnosis is made whenever the presenting fetal head 
seems to be too big for the birth canal that it has to pass through .it is 
by far the most important cause of prolonged labour. 
(2) The cause of CPD are: 
• Fetal :- 
a) Mal position. 
b) Mal formation "  e. g hydrocephaly ". 
c) Macrosomia or large baby. 
• Maternal : 
? Contracted pelvis. 
• Combined maternal and fetal abnormalities  
  Abnormalities which can cause prolonged labour in the 
absence of CPD are:- 
? Fetal mal presentation brow, shoulders, face or breech. 
Maternal abnormalities:- 
a) Pelvic tumours. 
b) Stenosis or scarring of the cervix. 
c) Septate or stenosis of the vagina. 
d) Primary uterine dysfunction "uterine dysfunction or interia 
which is not secondary to CPD ". 
 
The investigation of prolonged labour : 
(1) To ascertain the onset of labour. 
(2)  Assess and examine the woman in order identify the cause and to 
determine the condition of mother and baby.  
By taking proper history , assess the contractions, review CTG 
and also to make general abdominal and vaginal examination. 
The treatment of prolong labour:- 
There are two alternative courses of action: 
(1) To allow labour to continue. 
(2) To undertaken an operative delivery. 
Possible maternal morbidity due to prolong labour:- 
1. PPH. 
2. Trauma to the genital tract. 
3. Ruptured uterus. 
4. Infection. 
5. Bladder injury. 
6. Perineal tear. 
7. Obstructed labour. 
8. High C/S rate. 
9. Puerperal psychosis. 
10. Others. 
 
(3) Obstructed labour(1): -  
Labour is said to obstructed when there is no progress in spite of 
strong uterine contractions. 
 This may be shown by: 
a) Failure of cervix to dilate. 
b) Failure of the presenting part to descend through the birth canal. 
It is most dangerous condition if it is untreated and can be fatal to 
both mother and fetus. 
Causes of obstructed labour:- 
Obstructed labour may arise from maternal or fetal conditions or both. 
• Maternal conditions: 
(1) Contraction or deformity of the bony pelvis. 
(2) Pelvic tumors: 
a) Uterine fibroids. 
b) Ovarian tumors. 
c) Tumors of rectum, bladder or pelvic bones "rare". 
d) Pelvic kidney "rare". 
(3) Abnormality of the uterus or vagina: 
a) Stenosis of the cervix and vagina "rare". 
b) Obstruction by one horn of a double uterus "rare". 
c) Contraction ring of uterus "rare". 
 
• Fetal conditions: 
1. Large fetus. 
2. Mal position or mal presentation. 
a) Persistent occipito posterior. 
b) Transverse position. 
c) Mento posterior position. 
d) Brow presentation. 
e) Breech presentation. 
f) Shoulder presentation "rare". 
g) Compound presentation "rare". 
h) Locked twins “rare”. 
3. congenital abnormalities of the fetus: 
a) Hydrocephalus. 
b) Fetal as cites or abdominal tumours. 
c) Hydrops fetalis. "rare". 
d) Conjoined twins. "rare". 
  Most of these abnormalities can and should be detected during 
pregnancy so that early treatment is possible, or a plan of action be 
made before labour. 
Symptoms and signs of obstructed labour: 
Probably the earliest sign of impending obstruction is 
deterioration in the patient’s general condition, she looks tried and 
anxious and behaves tried as though she is beginning to lose  
her ability and will to cooperate, between the contraction she seems 
unable to relax and her anxiety increase. 
The presenting part is often above the level of the pelvic brim, 
and is badly applied to the lower segment with early spontaneous 
rupture of the membranes with retraction of the placental site which 
cause reduction in the maternal blood flow to the placenta, sever fetal 
distress shown by marked fetal bradycardia and thick meconium in the 
fluid. 
 The PR, temp. rise. With decrease urine output and concentrated 
urine is produced with ketone bodies are present in the urine and can be 
smelt in the woman’s breath. 
Failure to progress a partogram will give early warning that 
progress has ceased. 
Formation of the retraction ring of bandl, can be seen or felt on 
abdominal examination. 
Uterus, on abdominal examination, found to be moulded to the 
shape of the fetus. It feels hard all the time and dose not relax. Tender 
on palpation and bandl ring may be evident, fetal parts are not easily felt 
and heart sounds are absent the presenting part is fixed at the level of 
obstruction on vaginal examination. The vagina is found to be 
oedematous and feels dry. The oedematous cervix is only loosely 
applied to the presenting part. 
 
If the head is presenting there will be a large caput succedaneum 
and extreme moulding of the skull, the presenting part is tightly fixed 
and even under anaesthesia it can not be pushed up wards  without the 
danger of uterine rupture. 
If there is a shoulder presentation the oedematous arm of the fetus 
will have prolapsed with the hand projecting from vulva. 
Treatment:- 
Excessive retraction of the uterus should never be allowed to 
develop. The cause of the obstruction should have been discovered 
during pregnancy or in early labour. And treatment should have been 
applied. 
When tonic retraction is present the fetus is certainly dead and the 
aim of treatment is to deliver the mother immediately by the safest 
possible method. 
Intrauterine manipulations are very liable to cause rupture of the 
abnormally thin lower segment internal version is particularly 
dangerous. 
In some of the cases it is possible to deliver the fetus vaginally 
after a destructive operation, but “except for perforation of a 
hydrocephalic” these procedures are lengthy and difficult, and caesarean 
section “C/S” is usually less hazardous. 
 Antibiotics, blood transfusion and modern anaesthesia have 
combined to reduce the risk of puerperal sepsis and appropriate 
antibiotics should be given. 
It is largely a preventable condition, most of precipitating factors 
can be detected during pregnancy “selection of high risk cases”. 
 Good assessment and determination of the mode of delivery and 
plan of action. Good intra partum supervision ultimately avoid most of 
these complications of obstructed labour. 
4. Traumatic lesions: 
1. Rupture of the uterus. 
Rupture of the uterus is almost serious condition which usually 
occur during labour, although it can occasionally happen during the 
latter weeks of pregnancy. 
Causes:- 
During pregnancy:- 
During pregnancy the only common causes of rupture of the 
uterus is a weak scar after previous operation on the uterus. 
 
The higher the scar is placed on the uterus the greater the risk. 
The most dangerous scar is that of classical caesarean section. This is 
most dangerous than a hysterotomy scar. 
Rupture of a lower segment caesarean scar is un common during 
pregnancy. Rupture after myomectomy, tubal reimplantation or excision 
of a uterus or following perforation after curettage is rare(1).  
Rupture of the uterus during pregnancy may follow a direct blow 
on the abdomen and a perforation or gunshot wound may injure the 
uterus and the enclosed fetus. 
During labour: 
During labour rupture may be caused by: 
1. Obstructed labour; the rupture may be spontaneous or follow 
manipulations carried out for the relief of the obstruction. 
2. Intrauterine manipulations such as internal version or manual 
removal of an adherent placenta. 
3. Forcible dilation of the cervix, a cervical tear in delivery may 
extend up into the body of the uterus. 
4. The injudicious use of oxytocic drugs. 
5. A weak scar in the uterus after C/S or in rare instances other uterine 
surgery or perforation of the uterus with a curette or canula. 
  
6. In women who have had numerous pregnancies, uterine rupture 
occasionally occurs without any evident preceding abnormality.  
Pathology:- 
Rupture of the uterus are divided into:- 
• Incomplete or extraperitoneal. 
• Complete or intraperitomeal. 
Depending on whether the peritoneal coat is torn through or 
not. 
Obstructed labour: 
In obstructed laboure rupture of the uterus generally takes place in 
the overstretched and thinned lower segment to which it may be limited, 
but sometimes at spreads upwards or downwards. The life of the mother is 
threatened by shock and intraperitoneal bleeding. In cases of obstructed 
labour. The fetus may be dead before the rupture occurs, but in any case it 
will perish if complete rupture occurs. 
Rupture of scar: 
In UK a weak caesarean scar is now the commonest cause of 
rupture of the uterus. 
 
Over distention of the uterus, by twins pregnancy for example will 
increase the risk. 
Healing of a uterine scar may be imperfect if sepsis occurred in the 
puerperium. Or if the edages of the incision had been inaccurately sutured. 
If the placenta id implanted over the scar in a subsequent 
pregnancy the risk of rupture is increased. 
The scar may give way if C/S is repeated several times and the 
current operating incision is made through the scar tissue left by previous 
operations. 
A lower segment scar may be just as likely to rupture as an upper 
segment one in either pregnancy or labour. 
A caesarean scar in the lower segment may stretch gradually, so 
that the uterine wall in the region of the scar is only represented by 
attenuated and a vascular fibrous tissue. When the weak area finally 
dehisces during labour there is sometimes relatively little intraperitoneal 
bleeding, the membrane may bulge through the rent and will eventually 
give way. When the fetus or placenta may pass through it(6).  
Symptoms and signs:- 
Rupture during pregnancy may be gradual that the symptoms may 
be very slight with a silent rupture. There is abdominal pain may be 
confused with labour pain. 
If rupture becomes complete and part of the uterine contents are 
extruded into the peritoneal cavity more sever pain and shock occur. 
Rupture of a scar often occurs during labour, and the scar give way 
more suddenly than during pregnancy, so the symptoms are more dramatic 
with sever pain, shock, fetal distress and some bleeding form the vagina. 
On abdominal examination there is marked tenderness over the site 
of the rupture the woman complains of a sharp tearing pain in the lower 
abdomen, shock, with pallor, sweating and constant lower abdominal pain, 
pulse is thready and rapid and the blood pressure falls. 
Some degree of vaginal bleeding, the presenting part may not be 
reached per vaginam unless it is impacted in the pelvis. The fetus may be 
felt too easily in the abdominal cavity with the retracted uterus beside it(7).  
Management: 
(1) Resuscitation as in PPH. 
(2) Laparotomy is mandatory. 
a. Repair only – it increase post operative infection. 
b. Repair with tubal ligation. 
 
c. Hysterectomy – subtotal hysterectomy as it is safest and easiest to 
perform. It is indicated in posterior or lateral rupture. 
d. Broad spectrum antibiotics are given and paralytic ileus is treated 
by giving only intravenous fluid and maintaining gastric aspiration 
until bowl sounds reappear. 
e. Post operative care, particularly blood transfusion and electrolyte 
balance. 
(2) Laceration of the cervix: 
Minor laceration of the cervix occur frequently but do not cause 
symptoms. 
Extensive laceration may be caused by precipitate labour, 
application of forceps with the cervix incompletely dilated, or rapid 
delivery of the head in the breech presentation, a scar in the cervix from 
previous injury may also tear.  
With a deep tear there is continuing haemorrhage during and after 
the third stage, this goes on even when the uterus is empty and retracted. 
The tear must be sutured(7).  
(3) laceration  of the perineum and vagina: 
These lesions are of three degree: 
a) The first degree tear: involves only the skin and minor part of the 
perineal body and the related posterior wall of the vagina. 
b) Second degree tear involve the perineal body up to “but not 
involving” the anal sphincter with a corresponding tear in the 
vagina. 
c) Third degree tear: include the anal sphincter and usually extends 
for 2cm or more up the anal canal if a third degree tear is not 
repaired there will be incontinence of flatus and loose stool. 
Extensive tears of the vaginal walls can occur without a tear in the 
perineum and they should always be carefully inspected after delivery. 
Minor laceration can also occur on the anterolateral vaginal wall(1).  
Treatment of first and second degree tears: 
It is important to repair all perineal lacerations immediately to prevent 
any infection of the raw surface, the vaginal epithelium is sutured from the 
apex of the tear which must be clearly identified, down to the introitus with 
either a continuous suture or interrupted sutures of fine catgut or polygycol. 
Polygycol is probably preferable for all perineal work for it is associated with 
fewer short and long term side effects. 
The perineal body is repaired with stitches of the same material. The 
skin edges are brought together without tension with fine catgut or polygycol 
sutures. The repair should be done carefully and accurately, using local 
anesthesia 1% lignocaine. 
 
Treatment of third degree tears:- 
The operation should be done by an experienced obstetrician in a 
properly equipped theatre with general or epidural anesthesia.  
The tissues heal very well if the operation is done carefully soon after 
delivery – but if this is not done or if the tissues fail to heal, the woman will 
have to undergo a more difficult operation later, or she will suffer from rectal 
incontinence. 
Dexon sutures are used throughout, the anal mucosa is first repaired 
with fine stitches, typing the knots inside the bowl lumen.  
The ends of the anal sphincter are found and carefully brought 
together with interrupted sutures. The other tissues are repaired as described 
for second degree tears(1). 
After-care: 
Each day the perineum is washed with soap and water and then 
carefully dried. Women with extensive tears sometimes get retention of urine 
,for which catheterization is necessary.  
If bowel not acted by the 4th  day aglycerine suppository may be used. 
Cover the patient with antibiotics to guard against infection. 
(4) Postpartum  hemorrhage " PPH": 
PPH is excessive bleeding from the genital tract after the birth of the 
child .  It is conventionally defined as a loss of more than 500ml. 
WHO defined primary PPH as bleeding in excess of 500ml in the first 
24 hours following delivery(1). 
(1) Immediate or primary as defined above . 
(2) Secondary PPH: it is vaginal bleeding after 24 hour of delivery until 
6 weeks irrespective of blood loss. 
Data from observational studies suggest that the incidence of 
primary PPH in developed countries is between 3.7–8.6% .  Major 
PPH  " defined as blood loss in excess of 1000ml " occurs following 
1.3% of all deliveries in UK.(2)     
Primary postpartum haemorrhage: 
(1) The placental site. 
(2) Laceration of the genital tract. 
Causes: 
(1) Atonia – ineffective and insufficient uterine contraction and retractin. 
Ineffective uterine action may occur: 
a) After prolonged labour. 
b) After prolonged or deep anesthesia. 
c) Over distension of the uterus e.g., Polyhydramnios  Twins 
pregnancy. 
d) Grand multipara. 
e) AOH e.g., placenta praevia or placenta abruptio. 
 
Other causes of primary PPH: 
(2)  Local causes, e.g., laceration of the cervix, rupture uterus, cervical tear, 
extended or poorly sutured episiotomy perineal tear. 
(3) Blood disorders coagulation failure. 
Management of PPH: 
? Resuscitation. 
– Raise the foot of the bed. 
– Insert IV canulae size 18. 
– Take 10ce blood for blood group and Rh factor prepare crossed 
matched blood at least 4–6 pints. 
– I.V oxytocin. 
– Insert foley’s urinary catheter . 
Give ergometine 0.5mg " except not to give in case of hypertension 
or heart disease patients " . 
– Speculum examination under good light to exclude local causes. 
– Clean vagina and uterus from clots and do massage or bimanual 
compression. 
– Cover with antibiotics. 
– Sedation morphine –as analgesics. 
Most of the patients will respond to this conservative treatment. 
Rare cases may need laparotomy decision should not be late. 
Prevention : 
1. Active management of third stage of labour in high risk pregnancy by 
giving oxytocin or/and ergometrine. 
2. Active management of the first and second stages of labour in high risk 
pregnancy will decrease the incidence of uterine atonia in the third stage. 
3. Role of ANC " Antenatal care , health education patient compliance and 
cooperation has vital role"(8).  
(5) Retained placenta: 
Failure to deliver the placenta spontaneously after 30 minutes 
from delivery of the fetus.  After two hours waiting will be disastrous . 
It is of two types: 
a) Partial separation : 
Usually presents with bleeding. Placenta partially in the cervix or 
the vagina. May find full bladder, soft and lax uterus it is immobile. 
Patient may be shocked or plae. 
b) Morbid adherence: 
Usually without bleeding e.g., placenta accrete, increta pericerta(9). 
 
 
A etiology:          
1. Grand multiparty. 
2. Over distension of the uterus e.g., twin pregnancy or 
polyhydramnios. 
3. Prolonged labour . 
4. Amniotis . 
5. Placenta previa. 
6. Past history of C/S. 
7. Myomectomy–submucous fibroid . 
8. Curettage–or previous manual removal of the placenta. 
9. Bicornuate uterus. 
10. Mismanagement of 3rd stage of labour.  
11. Home delivery. 
Management : 
(1) Resuscitation measures as in PPH. 
(2) Oxytocin drip. 
(3) Empty the bladder. 
(4) Uterine massage. 
(5) Attempts for controlled  cord traction    "CCT " . 
(6) Remove any clots in the vagina cervix or uterus. 
(7) If the placenta is delivered by CCT then give ergometrine I.V and 
syntocinon infusion to continue for at least 4 hrs. 
(8) If not delivered and no active bleeding wait on conservative 
treatment for 2 hours then proceed for manual removal under 
anaesthesia. 
If there is bleeding on need to wait proceed for manual 
removal . 
After correction of the general condition of the patient. Then 
after manual removal give ergometrine and oxytocin. 
(9)   Cover  with antibiotic. 
(10) Give card labeled as high risk. 
(11) Good antenatal care, selected high risk pregnancies for hospital 
delivery and active management of labour(2).  
(6) Post partum collapse: 
Loss of consciousness of fainting attack just after delivery or fewer 
hours later. It is either hemorrhagic or non hemorrhagic. It must be 
managed in the first line as PPH unless proved otherwise. 
1) Hemorrhagic which is either external or internal bleeding. 
a) External " obvious" bleeding–all causes of PPH. 
b) Internal  bleeding intra peritioneal, broad ligament haematoma, 
paravaginal or paravulval haematoma. 
2) Non –haemorrhagic e.g., amniotic shock, eclampsia myocardial 
infarction, toxicity of regional anaesthesia(1). 
(7) Puerperal infection : 
It is infection of the genital tract during the puerperium. 
Prophylactic use of antibiotic nowadays reduce the incidence. 
 
It is includes infection of the genital tract, episiotomy endometrium 
and parametrium, pelvic peritonitis and septicaemia(10).  
Predisposing factors: 
Early rupture of membranes, poor antiseptic and aseptic measures, 
repeated vaginal examination, prolonged and obstructed labour, ventouse 
or forceps deliveries, retained placenta and membranes, or blood clots. 
Commonest organisms: include 
a. B–haemolytic streptococci. 
b. E coli. 
c. Bacteroides. 
d. Clostridia species. 
e. Chlamydia and others. 
Clinical presentation: 
Puerperal pyrexia with rigors, sweating, lower abdominal pain and 
discomfort, pain at the site of episiotomy. 
Patient is dehydrated, febrile, tachycardia and low BP, tender 
abdomen with guarding and rigidity. 
Painful vaginal examination especially on moving the cervix , 
adnexial mass or fullness of Pouch of Douglas in case of pelvic abscess. 
Feature of peritonitis and septicaemia(11). 
 
Management: 
– Rehydration 
– Hb estimation – MSU for microscopy culture and sensitivity. 
–  High vaginal swab, cervical, urethral swabs for culture and 
sensitivity. 
– Start with broad spectrum antibiotics until the results of culture 
received. 
Best combination cephalosporin and metronidazole: 
– Dressing and cleaning episiotomy. 
– Culdotomy in case of pelvic abscess. 
– Septicaemia should be dealt properly. 
– Good nutrition and health education(11).  
(8) Puerperal psychosis: 
Pregnancy and the puerperium are at times sufficiently stressful to 
provoke mental illness. Such illness may represent recurrence or 
exacerbation of a preexisting psychiatric disorder or it may be the onset of 
a new disorder. 
Postpartum psychosis is the most worrisome and severs puerperal 
mental disorder. It is estimated to occur in one to four of 1000 births. 
Women with postpartum psychosis lose touch with reality; they have 
stitches of lucidity alternating with psychosis. 
 
Two types of women seem to be susceptible: 
– Women with an underling depressive manic, schizophrenia or a 
history of depression or a severe life event in the preceding years. 
– Women with preexisting psychostic illness are at high risk. 
Other important risk factors are biologically related and include 
younger age, primiparity and family history of psychiatric illness. 
The peak onset of psychotic symptoms is 7 – 14 days after 
parturition, but the risk remains high for mothers after delivery(12).  
Psychoprophylaxis and tender loving care to a delivering 
woman can play a role in calming the patient to pass the suffering of 
parturition. 
(9) Post partum eclampsia: 
Eclampsia is characterized by generalized tonic–clonic convulsion 
following delivery, it may occurs antepartum or intrapartum. 
Almost without exception pre eclampsia precedes the onset of 
eclampsia. 
The incidence of eclampsia in the UK is 4.9/10000 maternities. 
 
44% of seizures occur postnatally. 
38% antenatally. 
18% of seizures occur intrapartum. 
At least 35% of women will have at least one major complication. 
The pathophysiology of eclampsia is though to involve cerebral 
vasospasm leading to ischemia, disruption of the blood brain barrier and 
cerebral oedema. Neurological complications may include coma, focal 
motor deficits and cortical blindness cerebrovascular heamorrhage is a 
complicating factor in 1 –2%(12).  
The prognosis of eclampsia is always serious for the mother and 
baby(13).  
Other complications include:- 
1. Pulmonary oedema. 
2. Renal failure. 
3. HELLP syndrome. 
4. Increase perinatal morbidity and mortality. 
5. Increase maternal morbidity and mortality.  
Management:- 
1. acute management – position of the patients insert air way and 
maintain air way patency, suction, give oxygen. 
 
 
2. control and prevention of seizures by given magnesium sulphate. 
Loading dose 4g IV over 5 – 10 min maintenance dose by 
infusion 1g/hr for at least 24hr after the last seizure(14). 
Observe for magnesium sulphate toxicity: 
– Check deep tendon reflexes. 
– Respiratory rate. 
– Therapeutive range 2 – 4 mmol/L 
Antidote is calcium gluconate(14). 
3. Lower blood pressure by using hydralazine or labetalol. 
4. Monitor the patient’s condition adequately in eclampsia room. 
5. nursing care. 
 
 
 
  
 
 
 
 
 
Justification 
Immediate birth – related morbidity is an important subject that enligh 
the immediate birth related complications that parturient woman subjected to 
example such as birth canal trauma, PPH ruptured uterus, postpartum eclampsia 
and even maternal psychology and anxiety. 
These condition that cause maternal morbidity can rang from minor 
laceration of the birth canal to a major life threatening ruptured uterus and 
shock. And of course all should BE dealt with seriously and energetically. 
So essential obstetric care should BE instituted promptly in smooth 
coordinated integrated work with the staff involved including senior consultant 
obstetrician, registrar, H/O, MW, heamatologist lab. 
 Technician, physician and even workers. And anaethetist. In a 
multidisplinary approach. 
Knowing maternal morbidity also reflect an overall provision and 
quality of health and obstetric services. And expertise of the staff in dealing 
with such complications. That occur immediately following labour. 
And in review of all studies.  Avoidable morbidities should BE looked 
carefully during ANC ensuring regular  ANC, health education, family 
planning, beside highly motivated. And qualified staff to conduct ANC, safe 
labours and deliveries and well – equipped hospital with modern facilities up to 
date.  
Aiming to fulfill the objective of safe maternity and to ensure that every 
expectant and nursing mothers maintain good health and learns the art of child 
care and has normal delivery and bears healthy children. 
 
Objective 
(1) To Determine the Prevalence of Maternal Morbidity immediately related 
to child birth during the study period. 
(2) To Determine major causes of Maternal Morbidity during the study 
period. 
(3) To Determine risk – factors contributing to Maternal Morbidity. 
(4) To Evaluate the Emergency services provided at OMH during the study 
period. 
 
  
 
 
 
  
      
 
 
 
Chapter Two 
Methodology 
Type of Study: 
Descriptive Prospective Analytic Hospital Based Study. 
Study Area: 
This study was conducted in Omdurman Maternity Hospital  "O.M.H" 
–Khartoum State. Omdurman Area–Sudan. 
Facts about O.M.H: 
O.M.H was established in 1957 with a total of 499 deliveries. And 
since then has continued to provide obstetrics and paediatric care to an 
increasing population which has reached 2.5 millions in its catchment's area, in 
2003,dekuverues at OMH reached 17.288 . 
The capacity of OMH is 134 bed, with six labour wards, 3 theatres, 
eclampsia ward, blood bank, ultra sound unit , antennal care and booking 
clinic, neonatology unit, pharmacy,beside administrative and statistical units. 
There are 5 units , each consists of about 3–4 consultants in obstetics 
and gynaecology, about 4 registrar and 6–8 house officers, beside well trained 
midwivery staff. 
Attached to the hospital is Zakat supportive group. Also nearby to 
OMH there is a family planning clinic. 
The only disadvantage is the lack of Intensive Care Unit though, the 
hospital have an  Anaesthetist consultant and registrar. Hoping to construct 
I.C.U soon. 
So OMH is a central specialist hospital in obstetrics–the serves most 
of the population in Khartoum state and most of the population of Sudan in 
general. 
Duration of the study : 
This study was conducted during the period May, 1st 2004 to 
October,31st 2004 it is six months study period. 
Inclusion criteria "Target": 
All pregnant women " term of preterm " who delivered in OMH either 
by vaginal delivery " instrumental VD or SNVD " or by caesarean section " 
emergency or elective C/S "  who were subjected to morbidity immediately 
during labour, after labour and up to 7 day postpartum. 
Morbidity – immediately related to birth include trauma to the birth 
canal " ranging from laceration to ruptured uterus " haemorrhage " PPH, 
primary or secondary, anaemia , infection , post partum eclampsia and 
psychological stresses and other related disorders related to birth " . 
 
 
Exclusion Criteria : 
 All maternal mortalities were excluded . 
Methods: 
Questionnaire prepared to BE fulfilled from the patient, patient’s 
record, operative notes theatre record , blood bank records, registrar in charge 
and from discharge book. 
The questionnaire appendix contains many of details pertaining to the 
subject of the study and future research. 
Analysis : 
The data were entered into a master sheet. 
Statistical Analysis Done using statistical package of social science  " 
S.P.S.S " 9.05 and dell Pentium. 
Personal computer : 
Descriptive statistic were done in many ways like frequency 
distribution, using frequency tables and usual results by plotting bar and pie 
charts. 
Inferential statistical done using CH1 square test , to test association 
between rows variables and column variable . The Hypothesis are null 
hypothesis " HO " .  There are no association between row variable and 
column variables. 
 
The objectives of maternity care is to ensure that every expectant 
mother maintains good healthy children . 
Maternity care in the narrower sense consist  in the care of the 
pregnant women, her safe delivery her postnatal care and examination, the 
care of her newly born infant, and the maintenance of lactation. 
In the wider sense, it begins much earlier in measures aimed to  
promote the health and well being of the young people who are potential 
parents, and to help them to develop the right approach to family life. 
And to the place of the family in the community.  It should also 
include guidance in parent craft and in problems associated with infertility and 
family   planning(15).  
World Health Organization  
Technical Report 
Series,1952,51,3 
  
 
 
 
 
Chapter Three 
Results 
The total number of deliveries "Live and stillbirth" at the period from 
1st of  may 2004 up to 31st  of October 2004 " 6 months period" were 9229 
deliveries. 
♦ Vaginal non-instrumental deliveries were 
7164 = “77 – 63%” 
♦ Vaginal instrumental deliveries were 143 = “1 – 54%”. 
So all vaginal deliveries “instrumental and non-instrumental were 
7307 = “79 – 17”. 
Deliveries by caesarean section “C/S” were 
1922 = “20 – 83%” 
The total number of women subjected to immediate childbirth – 
related mortality were 60 women = “about 0 –65%” in relation to the total 
deliveries conducted during the study period. 
Regarding the age group: 
• 2 patients were below 20 year of age (3.3%). 
• 31 patients (51.7%) were in the range of 20 – 29 years of age. 
• 22 patients (36.7%) were in the range of 30 – 39 years of age.  
• 5 patients (8.3%) were in the range of 40 – 45 years of age. “Table 1 , 
Figure 1”. 
The majority of patients were in the age group of 20 –29 years. 
(51.7%) which is the period of high fertility, followed by the age group of 
30 –39 years. (36.7%). 
The majority lessen with extreme of age in less than 20 years2 
patients (3.3%) and elderly age 40 –45 years only 5 patients (8.3%) 
Regarding duration of marriage. 
• Those who were married 1 –5 years were 24 (40%). 
• Those with duration of marriage between 6 –10 years were 18 (30%). 
• Those with duration of marriage between 11-20 years were 18 (30%) 
“Table 2 -Figure 2” 
Regarding Residence: 
Most of the patients from Urban residence 41 patients (68.3%). While 
only 19 patients were from rural area (31.7%). “Table 3- Figure3” . 
Regarding patient occupation: 
59 patients were house wives (98.3%) only I was an employee (1.7%) 
“Table 4- Figure 4.” 
 
Regarding Educational level: 
About 14 patients (23.3%) were illiterate. 
Primary level 24 patients (40%). 
Secondary level 21 patients (36%). 
University level only one patient (1.7%). 
“Table 5- Figure 5.” 
So it was obvious that almost about (63.3%) were of low education 
level. 
The low incidence of morbidity among high-education level reflect 
their proper attitude and awareness concerning her motivation towards 
safer child birth. 
Regarding Socio economic status: 
The majority of patients were of low socio economic status 48 patients 
(80%). While only nine patients (15%) were of high socio-economic status. 
Three patients (5%) were of medium socio-economic status. “Table 6- 
Figure 6.” 
Regarding Parity: 
About 19 patients (31.7%) were nulliparous, 29 patients (48.3%) were 
multi parous, 12 patients (20%) were grand multipara. “Table 7- Figure 7.” 
 
Regarding previous abortion or miscarriage: 
The majority of patients have no abortion or miscarragie before, 49 
patients (81.7%),  only 10 patients have between 1-2 previous miscarriages 
(16.7%). 
Only one patient (1.6%) has between 3-5 miscarriages “Table 8- 
Figure 8.” 
Concerning family planning and use of contraception only 14 patients 
(23.3%) used contraception for family planning. Of those women ten patients 
(71.5%) used contraception for less than one year and only 4 patients 
(28.5%) used contraception for more than one year. 
About 46 patients (76.7%) did not use contraception. “Table 9- Figure 
9.” 
Regarding previous morbidity related to childbirth as in the study  ther 
were 19 nulliparous so out of the mulitparous and grand multiparous only 
four were subjected to morbidity (9.8%) 37 patients (90.2%) never have any 
morbidity. “Table 10- Figure 10.” 
In the 4 patients who had previous morbidity two developed post 
partum haemorrhage “PPH” one had retained placenta. And one had cervical 
laceration. 
Regarding antenatal care “ANC” for the last delivery under the study. 
 
About 20 patients have never had ANC (33.3%) and 28 patients 
(46.7%) have had irregular ANC. 
Only 12 patients (20%) had regular ANC. “Table 11- Figure 11”. 
When relating the level of education to ANC about ten patients 
(16.7%) who were illiterate never had ANC.  
Two patients (3.3%) had irregular ANC and two patients (3.3%) had 
regular ANC. 
Concerning primary educational level and ANC: 
 7 patients (11.7%) had no ANC. 
 17 patients (28.3%) had irregular ANC 
Regarding secondary educational level and ANC: 
3 patients (5%) had no ANC 
9 patients (15%) had irregular ANC visits. 
University educational level: 
Only one patients (1.7%) had regular ANC visits. 
Regarding medical complications associated with the last delivery under 
the study: 
About 52 patients (86.7%) had no medical conditions complicating the 
last delivery. 
Only 8 patients (13.3%) had medical problems complicating the last 
delivery of which six were anemic, one was jaundiced and one had DM. 
“Table 12- Figure 12.” 
Regarding obstetric complications  associated with the last delivery 
under the study. 
About 34 patients have had no obstetric complications (56.7%). 
While about 26 patients did have obstetric complications (43.3%). 
The most important obstetric complications were: 
Ante partum hemorrhage “both placenta previa major degree, 6 
cases. 
Abruption placentae with 4 cases total where 6 patients with 
history of previous caesarean section ranging from one scar to four scars. 
Grand multifarious were 12 patients. 
Twins pregnancy 2 patients. 
Pregnancy-induced hypertension 5 patients. 
Congenital anomalies of the fetus 2. 
One was anencephaly. 
One was hydrocephaly. 
One case has previous myomectomy scars. 
Obstetric complications may coexist is one patients for example grand 
multipara +PH+ scar. “Table 13- Figure 13.” 
Regarding Gestational age delivery, “GA”: 
About 11 patients (18.3%) delivery at GA 28-36 weeks   “pre-term.” 
About  47 patients (78.3%) delivery at GA of 37-40 weeks   “term.” 
Only 2 patients (3.47%) deliver at GA above 41 weeks “post-term.” 
♦ Regarding presentation of the fetus at the time of delivery: 
About 55 fetuses (91.7%) presented cephalically only5 (8.3%) 
presented by breech. “Table 14- Figure 14.” 
♦ The mode of delivery was as follows: 
30 patients delivered by spontaneous vaginal delivery (50%). 
5 patients (8.3%) were successfully induced and delivered vaginally. 
5 patients (8.3%) delivery by instrumental assisted vaginal delivery 
either forceps or ventouse. 
18 patients delivered by emergency caesarean section (30%). 
 
While 2 patients (3.4%) delivered by elective caesarean section. 
“Table 15- Figure 15.” 
• Regarding the person who conducted labour : 
 About 33 patients (55%) were delivered by midwife . 
Tow cases (3.3%) were delivered by house officer. 
22 of patients (36.7%) were delivered by registrar. 
3 patients (5%) were  delivery by consultant. “Table 16- 
Figure 16.” 
•  Concerning the outcome of delivery: 
Tow (3.3%) of the new borned babies were male alive preterm . 
20 (33.3%) were full – term  alive  males . 
2 (3.3%) were male FBS. 
3 (5%) were male MSB. 
5 (8.3%) were female alive preterm . 
About 22 (36.7%) were alive term female . 
5 (8.3%) were female MSB . 
 
 
Concerning the immediate birth –Related Morbidity were as follows:   
• There  were about 9 patients (15%) had PPH Due to uterine atony . 
• About 6 patients (13.3%) had PPH preceded by APH ." placenta 
praevia pr abruptio". 
• 8 patients (13.3%) had due retained placenta or part pf it . 
• About 7 patients (11.7%) had PPH due  to ruptured uterus. 
• About 5 patients (8.4%) had PPH due to cervical tear. 
• 3 patients (5%) were anaemic with PPH. 
• 1 patients (1.8%) had PPH due to perineal tear. 
• 5 patients (4.8%) were anaemic . 
• 2 patients (3.3%) had perineal tear. 
• 2 patients (3.3%) had cervical laceration. 
• 2 patients (3.3%) had vaginal  laceration. 
• 2 patients (3.3%) had sepsis. 
• 2 patients (3.3%) had retained placenta. 
• 2 patients (3.3%) had post partum eclampsia. 
• 2 patients (3.3%) had urinary bladder injury. 
From the above about 41 patients had PPH (68.3%) from various 
causes of PPH .So the major morbidity afflicted as immediate birth 
related morbidity ."Table 17– Figure 17". "Table 18–Figure18". 
 
Concerning birth related morbidity as an emergency measure levels 
about 57 patients (95%) were adequately and well cared of in the form of 
1–V fluid,  Antibiotic cover, good nursing care and monitoring of all vital 
signs  "BP, PR, RR, Temp and urine out put". 
Concerning Antibiotic, it is usually first given 1–V in high risk 
patients and those who undergone surgery or c/s or hysterectomy 
prophylactic 1–V antibiotic used to be given most commonly third 
generation cephalosporin. 
Only 3 patients (5%) resuscitated due to their morbidity being of 
mild condition. 
According to Surgical Intervention : 
• About 25 patients (41.7%) had no surgical intervention. 
• About 10 patients (16.7%) undergone manual removal of the placenta 
under general anaesthesia. 
• 18 patients (30%) had surgical repair . 
• About 7 patients (11.6%) had major surgery in the form of subtotal 
hysterectomy. "Table 19– Figure19". 
Regarding blood transfusion : 
• About 20 patients (33.4%) had no blood transfusion . 
• About40 patients (66.6%) had blood transfusion . 
• 25 patients (41.7%) had 2 pints transfused . 
• 2 patients (8.3%) had3 pints transfused . 
 
• 5 patients (8.3%) had 4 pints transfused. 
• 5 patients (8.3%) had between 5–10 pints being  transfused. 
"Table 20– Figure20". 
"Table 21– Figure21". 
Regarding outcome of  Treatment: 
Almost the majority of patients 59 patients (98.3%) their 
condition improved. 
 Only 1 patients (1.7%) referred for dialysis. "Table 22– 
Figure22". 
Regarding Hospital Stay : 
• 12 patients (20%) had hospital stay up to 1 week. 
• 29 patients (48.33%) stayed for 8 – 14 days. 
• 12 patients (20%) stayed for 15– 21 days. 
• 7 patients (11.67%) stayed for 22– 28 days. 
" Table 23– Figure23". 
Table (1): Distribution of patients according to age group : 
 
  Frequency  Percent 
Less than 20 2 3.3 
20-29 31 51.7 
30-39 22 36.7 
40-49 5 8.3 
Total 60 100 
 
 
"Fig 1": Distribution of patients according to age group : 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (2): Distribution of patients according to duration of marriage 
: 
 
  Frequency  Percent 
1-5 years 24 40 
6-10 18 30 
11-20 18 30 
Total 60 100 
 
 
"Fig 2" : Distribution of patients according to duration of marriage : 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (3): Distribution of patients according to their Residence : 
  Frequency  Percent 
Urban 41 68.3 
Rural 19 31.7 
Total 60 100 
 
 
 
"Fig 3": Distribution of patients according to their Residence : 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (4): Distribution of patients according to occupation: 
 
  Frquency  Percent 
H/W 41 98.3 
Employee 19 1.7 
Total 60 100 
 
 
"Fig 4": Distribution of patients according to occupation: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (5): Distribution of patients according to their Level of Education : 
 
 
  Frquency  Percent 
Illiterate 14 23.3 
Primary 24 40 
Secondary 21 35 
University 1 1.7 
Total 60 100 
 
 
 
"Fig 5": Distribution of patients according to their Level of Education : 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (6): Distribution of patients according to their socio economic 
status: 
 
 
  Frquency  Percent 
Low 48 80 
High  9 15 
Medium 3 5 
Total 60 100 
 
 
"Fig 6": Distribution of patients according to their socio economic 
status: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (7): Distribution of patients according parity : 
 
  Frequency Percent 
Nulliparous 19 31.7 
Multiparous 41 68.3 
Total 60 100 
 
"Fig 7": Distribution of patients according parity : 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table (8): Distribution of patients according to number abortion: 
 
  Frequency  Percent 
No 49 81.7 
1-2 10 16.7 
3-5 1 1.6 
Total 60 100 
 
"Fig 8": Distribution of patients according to number abortion: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      
Table (9): Distribution of patients according to usage   
 of contraception:     
      
      
      
      
   Frquency  Percent   
 Not used 46 76.7   
 Used 14 23.3   
 Total 60 100   
      
      
      
 "Fig 9"     
 
       
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
      
 
 
Discussion 
The prevalence of immediate birth – related morbidity in this study was 
64 per 10,000 births . 
The most important cause of immediate birth related morbidity was post 
partum haemorrhage " PPH" . 
In this study about 41 patients had PPH " 68.3%" from the various 
causes that lead to PPH was uterine atony. 
Data from observational study suggested that the incidence of primary 
PPH in developed countries in between 3.7 -  8.6 – as   they defined PPH as 
blood loss in excess of 1000 ml . Occurs following 1.3% of all deliveries in 
UK.(16) 
Maternal mortality and morbidity is greater problem in developing  
countries . 
Who estimate that approximately 500,000 due each year from 
pregnancy  related causes at least 98 % of deaths occurring in developing 
countries due to the possible rapid progression of massive blood loss following  
established PPH and the high case fatality rate . 
Preventive  approach to reduce the risk of PPH is to identify risk factors 
associated with complication , in order to increase the effective ness of ANC, 
those women identified to be at the highest risk of having PPH  should ideally 
be confined in maternity unit staffed with trained obstetricians(9).  
There was statistical significant between age group 20 – 39 years. "53 
patients"  "88.4%" from this age group about 37 patients developed PPH 
"Figure". 
"The incidence of PPH is also higher in women under the age of 20 
years whatever their parity and those over the age of 40 years(17)".  
Also concerning educational  level and ANC. There was strong 
association with the incidence of immediate birth – related morbidity as 38 
patients "63.7 %" were of low educational level . " Figure 5 – Table 5". 
This is reflected in their attitude, 48 patients "80%" were of low socio–
economic status "Figure 6 –Table 6". 
So poor people can not some times afford easy life, despite the majority 
of them have their residency in Khartoum state, most probably at the periphery 
of Khartoum state – Displaced people due to draught, war, water shortness and 
tribal conflicts in Western, Eastern  and Southern Sudan. 
Asim Zaki  stated that the most important cause of maternal morbidity 
and mortality is money – poverty, Low Socio – economic status. 
The second being the administrative inadequacy both are secondary  to 
political indiscretion these led to poverty with all its consequences and 
collapsing services which include distorted priorities and indiscriminate 
expedition of  public funds, inadequate planning of services, inadequate 
staffing, inadequate choice of leaders of trams, inadequate general and health 
education. 
Fatalist approach to life, to the extent of the lack of transportation and 
serviceable roach so the main cause was the politicians and the solution is to 
put an end to the political conflicts, stop the civil wars and tribal conflicts. 
And implement a real democracy and get the politicians to think of people 
rather than themselves, other solutions will follow smoothly(18).  
As shown in table 12 there is a significant statistical association between 
level of education and ANC. 
About 48 patients " 80%" had no irregular ANC "Table 12". 
As mentioned that the majority of patients were of low educational level 
and low socio – economic status, this reflect their role in being keen to attend 
ANC, good nutrition family planning. and about 46 patients never used 
contraceptives "76.7%" which is significantly related to high parity "41 
patients" "68.3%" were multi parous  and grand – multi parous  - so high risk 
group – mote commonly subjected to morbidity "Table 7 – 9". 
The save motherhood initiatives was launched in 1988 as global effort 
to halve maternal morbidity and mortality by year 2000, the program used 
combination of health and non – health strategies to emphasize the need  for 
maternal health services . Safe motherhood program had sought to achieve 
immediate improvement by improving health care, long term improvement 
will occur as nutrition, income, education ,and the status of women 
improvements in healthcare will occur through the provision of:- 
Essential obstetric care for all women. 
(1)  Early detection of complications during pregnancy and labour. 
(2) Emergency services. 
(3) Well trained staff, including obstetricians, paediatricians  
physicians, anaesthetists, midwives and nurses(19).  
Obstetric complications preceding delivery  were most commonly ante 
partum haemorrhage " APH"  either placenta praevia or  abruptio  placenta as 
a cause of PPH, comprised about 8 patients  "13.3%". 
Also about 8 patients "13.3%" developed PPH due to retained placenta 
or part of it. 
Retained placenta is found in 2% of deliveries. The frequency of 
retained placenta is markedly increased  "20 – folds" among gestation < 26/52. 
And  even at 37/52, it remains three times more common than at term. 
Patient with retained placenta are at 10 –fold increased risk of 
haemorrhage – in a large study by Dombrowski et al "1995" 45852 patients 
they found that, frequency of haemorrhage peaked by 40 minutes regardless of 
the gestational age(17).  
It is agreed that a patient with a previous history of retained placenta 
runs an appreciably greater risk of the same misfortune in subsequent 
deliveries. 
Dehurst and Button "1957" in a review of 123 labours in which there 
had been a previous history of abnormal third stage found that 23%of them, 
this stage was again abnormal. (17) 
About 7 patients had uterine rupture with PPH "11.7%". 
About 5 patients "8.4%" had PPH due to cervical Tear – while 1 patient 
"1.8%" had PPH due to perineal tear. 
There were other morbidities inflicted , most common was anaemia  5 
patients - " 8.4%". 
The control of nutritional anaemia seems a distant, but achievable goals 
and requires better organization of primary health services, strengthening of 
the supplementation programs, nutritional education, maternal education and 
development of suitable forticants, the medical community especially the 
obstetrician, nutritionist, haematologist, internist, paediatrician and community 
medicine specialist should get actively involved in combating nutritional 
deficiency anaemias(20).  
Two patients developed postpartum eclampsia "3.3%".                   Tow 
patients had urinary bladder injury "3.3%". 
Other minor traumatic lesions like cervical laceration                     "2 
patients" vaginal laceration "2 patients" sepsis 2 patients. 
From the study the most important morbidity was PPH.             The 
management of these cases were implemented immediately with a full and 
good facilities , all or  most of patients were resuscitated well  "Table 22"  
about 57 patients "95%"  were resuscitated . 
About 40 patients "66.6%" received blood transfusion – ranged from 2 
pins to 10 pins. 
One patient totally refused to be transfused. Figure "24 – 25". All the 
antibiotics in the world are no substitute for a healthy  blood state, and one 
pint of blood is world several million units of penicillin(17).  
Surgical intervention were carried for 10  patients "16.7%" for removal 
of a retained  placenta under general anaesthesia. 
♦ About 18 patients had surgical repair "30%". Two had uterine 
scar dehiscence were successfully repaired under general 
anaesthesia. 
♦ All cervical, vaginal and perineal lacerations were repaired 
immediately. 
♦ 2 patients during c/s had urinary bladder injury, repaired 
immediately in tow layers and keeping Foley's catheter for at 
least 10 – 14 days. 
7patients "11.65"   had major operative intervention ending in subtotal 
hysterectomy due to ruptured uterus with un controllable PPH, some had 
extension of  tear involving. The round ligament, broad ligament or posterior 
extension, and some as a last resort after all methods to control PPH failed. 
2 patients had twins vaginal deliveries  developed PPH due uterine 
atony, both were managed properly and discharged with their twins healthy. 
Tow patients were multi parous with advanced age had emergency c/s 
due to fetal congenital malformation, one hydrocephalus and the other was 
anencephalic, both ended in subtotal hysterectomy , managed properly and 
discharged. "Table 23 – Figure 23" . 
After the first four or five deliveries, each successive labour carries 
some what greater risk of PPH, and since these women, often as a result of 
rapidly repeated child births, over work, poverty, malnutrition and chronic iron 
deficiency anaemia are in poorer condition to with stand even a moderate 
PPH, it will be seen that the effects are far more serious(17).  
In Nigeria un booked emergencies constituted the main risk factor for 
both maternal morbidity and mortality – it made up to 70% of all hospital 
maternal deaths. 
These un booked women failed to receive ANC and to arrive at hospital 
for the first time when life is already endangered by difficult labour, advanced 
pregnancy complications or coincidental diseases, the un booked emergencies 
as a group suffer the consequences of antenatal neglect, the author also pointed 
out the consequences of neglect in labour like obstructed labour, uterine 
rupture, sepsis …etc. 
And post – partum neglect leading to blood loss or infection and 
prolonged hospital stay(21 .  
Though 19 patients"  36.7% "were primigravidae and about 31 patients 
"31.7%" were at the age group of 20 – 29 years, and 55 patients "91.7%" had 
cephalic feral presentations They had morbidity – but certain factors had led to 
Their morbidities . 
♦ Poor socioeconomic status. 
♦ Low educational level . 
♦ No or irregular ANC " 80% " . 
♦ Lack of good transport system . 
♦ Residence at The periphery of Khartoum state. 
♦ Most of Them were brought by their local MW after 
Labouring at home for long time brought in bad situation. 
♦ 18 patients " 30%" had Em c/s .   
So all These factors culminate in the high incidence of immediate birth 
– related morbidity for this category  of patients. 
All cases in this study were properly managed and this was reflected 
from the outcome of treatment . 
About 59 patients "98.3%" Their condition improved and discharged 
healthy . 
Only 1 patients  "1.7%" had post partum eclampsia developed renal 
failure and she referred for dialysis … "Fig 26". 
Most patients received antibiotics as a routine prophylaxis – Orally in 
cases of SNVD or minor procedures . 
But 1-v antibiotics  Broad Spectrum was mandatory to all high risk 
patients or Those who under major surgery or in cases of Sepsis. 
With good results obtained. 
Concerning hospital stay duration. 
12 patients " 20% " stayed for 1 week. 
29 patients " 48.33%" stayed for 2 weeks. 
12 patients " 20%" stayed for 3 weeks . 
7 patients " 11.67%" stayed for 4 weeks. 
 
 
 
 
  
 
 
 
 
 
 
 
Conclusion 
♣ The incidence of immediate birth – related Morbidity in Omdurman 
Maternity hospital during The period 1/05/2004d – 31/10/2004  was 
found to be 64 per 10,000 births. 
♣ Regarding age group 88.4% were in The age group of 20 – 39 year, 
which is the age of high fertility in  the reproductive period. 
♣ Being of Low educational level, Low socio-economic status, residing at 
the periphery of the Khartoum state, Lack of good roads, Lack or 
difficult means of transport, Multi parity, even primigravidae with 
neglected ANC visits and not using family planning, all were very 
important risk factors for the morbidity. 
♣ There was a significant statistical association between ANC, Low 
educational level and poor socioeconomic status. 
♣ Most of the Health institutions and hospitals charge patients for every 
services provided to them, including ANC visits, investigations, ultra 
sound, delivery either vaginally or by c/s, so much burden on the family 
That already had a poor income. 
♣ Major causes of immediate birth related-Morbidity was : 
♦ PPH "68.3%". 
♦ Traumatic  Lesions "11.7%". 
♦ Mon-traumatic causes "3.3%" e.g post partum eclampsia . 
♦ Urinay bladder ir "3.3%". 
♦ Retained placenta "3.3%". 
♦ Anaemia "8.4%". 
♣ So the majority of morbidity were related to obstetrics causes. 
♣ Minority of patients " 13.3% " had medical complications during The 
Last delivery , while 86.7% had no medical complications. 
♣ About 43.3% of patients had obstetric complications during the last 
delivered, which indicate a significant statistical association with 
morbidity . 
♣ About 50% of patients delivered NVD. 
♣ 8.3% were successfully induced Labour. 
♣ 8.3% instrumental delivery. 
♣ 33.4% were delivery by c/s. 
Regarding outcome of Labour . 
♦ Male a Live preterm : "3.3%". 
♦ Male a Live Tern : "33.3%". 
♦ Male FSB : "3.3%". 
♦ Male MSB : "5%" . 
♦ Female a Live preterm : "8.3%". 
♦ Female a Live Term : "36.7%" . 
♦ Female FSB : "8.3%". 
♦ Female MSB : "1.8%". 
Tow cases of Twins pregnancy delivered vaginally a Live Term babies. 
So Term a Live births were 70% . 
Preterm a Live were  11.6% . 
FSB                            11.6%. 
MSB                           6.8% . 
Most patients were managed energetically and properly : 
? About 95% of patient were resuscitated. 
? 41.7% of patients had no surgical intervention. 
? 16.7% had manual removal of the placenta. 
? 30% of patients had surgical intervention. 
? About 11.6% of patients had subtotal hysterectomy. 
About 66.6% of patients had blood transfusion. 
♣ Regarding the outcome of management almost 98.3% Their condition 
improved and were discharged home healthy . 
♣ Only 1 patient " 1.7% " referred for renal dialysis . 
♦ 12 patients "20% " Stayed for 1 week . 
♦ 29 patients "48.33% " Stayed for 2 week . 
♦ 12 patients " 20% " Stayed for 3 week. 
♦ 7 patients " 11.67% " Stayed for 4 week. 
 
 
 
 
 
 
 
 
Recommendations 
♣ More and more efforts should be directed to implement standardized 
system of education in general and health education in particular to all 
population, and to stress on Women of reproductive age, about the 
importance of ANC, vaccination, dental care, nutrition, Lactation, and 
family planning. 
♣ By doing sessions for discussion and education of the patients as part of 
ANC plans with provision of supplying leaflets or by audio visual 
sessions. 
♣ Involving the patients by Listening to Their suggestions and plans of 
action. 
♣ Good information about the health of mothers during pregnancy, 
delivery and Labour and also about the puerperium  and Lactation in an 
easy understandable method. 
♣ Implementation of health care centers near the highly populated areas 
with good ANC services. 
♣ Strengthening the referral system to avoid mismanagement by unskilled 
persons. And to Label The high risk cases for referral. 
♣ Raising the standard of Living of the population to ensure healthy 
mother hood and healthy babies. 
♣ High- risk patients should be Labelled counselled and antenatally cared 
well. 
♣ Easy access to the health institutions or hospitals by either Locating 
hospital near to the highly populated area. Or making easy transport 
system or Ambulance services. 
♣ Emphasize the role of ANC in screening high risk patients. 
♣ All maternity hospitals must be well equipped with up to date facilities 
and well-trained staff from Consultants, Registrar, House officer and 
well trained Midwives. 
♣ Better obstetric care and The use of oxytocic drugs had reduced the 
incidence of primary PPH dramatically in deliveries with anticipated 
risk of developing PPH- what is called active management of the third 
stage of Labour. 
♣ The availability of a Blood Bank well equipped and trained staff headed 
by Haematologist. 
♣ Use of Broad-spectrum antibiotics as a therapy for sepsis or prophylaxis 
in high risk patients. 
♣ Protocols and guidelines for all major obstetric emergencies should be 
well known and adapted for the management of these conditions 
energetically and efficiently. 
♣ Direct assessment of maternal mental health and risk of psychiatric 
disorders must be part of ANC. 
♣ Multidisplinary team work and approach is highly recommended 
involving physicians, a anesthetist, surgeon, paediatricians, I.C.U 
specialist, supportive group and even the  patient himself. 
♣ Health services and Labour should be free or at least Low price to 
ensure the human rights and safe motherhood. 
♣ Encourage the support group especially ALzakat. 
♣ Intensive care unit "I.C.U." should be implemented in Omdurman 
maternity hospital, well equipped and well-trained staff. 
♣ To standardize the Neontal intensive care as a separate department with 
all facilities should be available. 
♣ Proper statistic and audit, As currently the maternal morbidity being 
used as an index for proper maternal services and proviso of health 
services in any particular health institution. 
♣ Encouragement of family planning. 
♣ There should be an increased collaboration with the WHO and other 
health institutions all over the World to improve professional role in 
supporting maternal heath and safe motherhood through Conferences, 
Seminars, Workshops, and lectures. 
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Analysis of Immediate Birth-Related morbidity in Omdurman 
Maternity Hospital During the Period May-October,2004. 
 
Questionnaire to be fulfilled from patient ,patient's notes. Operation sheets 
,discharge book ,and interviewing of Doctors in charge 
♦ Case No.1: 
♦ Name :  ………………………………………………… 
♦ Age :                  <20     20-29      30-39     40-49      >50 
♦ Duration of marriage    1-5yrs        6-10        11-20     >20 
♦ Residence :                    Urban      Rural      Others 
♦ Occupation :                  H/W       Employee  Others 
♦ Educational level :      Illiterate  Primary    Secondary 
                                    University   Post graduate 
♦ Socio-economic status: Low         High 
♦ Obstetric History : 
♦ Nullipara :                       1-5            >5 
♦ Number of abortions:   
                                    No abortion       1-2         3-5       >5 
♦ Previous morbidity related to Birth:  No         Yes  
    If yes , state: ………………………………………………. 
 
♦ Use of contraceptives and duration:   
                             No             Yes         Duration  
♦ Last delivery under the study: 
                               ANC           NO        Irregular       Regular    
♦ Medical conditions complicated the last delivery: 
                              NO            Yes  
♦ Obstetrics Complication:  
                               NO           Yes  
       If yes, state: ………………………………………………. 
♦ Gestational age at delivery: 
                                <28           28-36         37-40        >41   
♦ Presentation at delivery:    Cephalic    Breech      Others  
♦ Mode of delivery: SVD     Indication 
♦ Instrumental :     Forceps   E1 c/s 
♦ Person who conducted labor : 
o Alone                   MW            H/O 
o Registrar              Consultant 
o Others  
♦ Immediate Birth–related morbidity : 
o Haemorrhage                          
o Trauma                   Perineal      Cervical 
o Uterine                    Others 
o Anemia                    Sepsis 
o Post Partum Eclampsia 
o Mental & Psychological Disorders 
o Others  
♦ Outcome of labor :             Male            Female 
o Single                Twin            Triplet 
o Alive Preterm     Alive term 
o FSB                         MSB 
Type of Treatment: 
♦ Resuscitation  : 
o Blood Transfusion.        
o Antibiotics. 
o Surgery.     …………. 
o Others . 
Outcome of Treatment: 
♦ Improved                Not improved 
♦         Referred                  Others. 
